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FOREWORD 


A growing tree is only a visible reality of a number of invisible 
realities that make.a tree possible. It is a reflection of the 
unseen caretaker. Likewise, the presence of good health 
among people and in surroundings too is the visible fruit of 
the undeniable, inevitable and invisible efforts. Once planted, 
the tree itself does not continue to exist as a good tree, unless 
a constant care, pruning, manuring... etc., is done. Similarly, 
an established heath care remains good, efficient and 
constant, only when the necessary care: updating, equipping 

_ with the current technologies, finding better skills, networking. 
and collaborating is done. For a better and an effective growth 
of an organization, a collective effort and common thinking 

is a must. That is the aim of this document. It is formulated 

with the hope of moving towards a common policy regarding 


the health care given by the church. 


The emerging of this policy for the Orissa Region is an effort 
made to respond the actual situation. The actual situation is 
the prevalence of the killer diseases like malaria, T.B and 
overall the lack of adequate and sufficient awareness. The 
church has spread geographically wide, even into remotest 


areas. Similarly, the health service too has spread, but not 


with adequate and sufficient facilities. This is the biggest 
obstacle on the way to a better health care in those areas. 


A well-planned network can bring this goal closer. 


- Be it any denomination of the church, the ultimate vision of 
all is the ‘Kingdom of God’. Every ministry, especially the 
healing ministry in health care tries to bring about that 
‘Kingdom of God’. The groups are varied, but the goal is one. 
So, why not join hands together to make the tree grow bigger, 
healthier and fruit bearing, with that ‘sap’- the unifying spirit 
of God. May this effort bear the desired fruit. My special thanks 


to all those who were involved in preparing this document. 


+ (t- a, : 


Balasore Rt. Rev. Dr. Thomas Thiruthalil CM, 
1-11-2003 ' ° Bishop of Balasore and Chairman, 
| | Health Commission of the 0.C.B.C. 


te 


BP. MO IO OL OR nash 


bn te 
P= G. 


CONTENTS 


Preface 

Process of Policy Formulation 
Introduction 

Preamble. 

Context of the Policy 
Purpose of Health Policy 
Guiding Principles and Values 
Vision and Mission 

Target Groups 

Thrust Areas 

Approach 


Roles 


Strategies 


Monitoring and Coordination 


Conclusion 


>, .%, .@ 
Ad % 9° 


PROCESS OF POLICY FORMULATION 


This document:is the result of more than 18 months work. 
Though the Orissa Catholic Health Association (OCHA) took 
the lead in the process of developing this Policy, it is the 
outcome of a joint effort of all Church bodies operating In 


Orissa. 


OCHA as an Association of all the Church based health care 
and development institutions of the Ecclesiastical Region 
of Orissa has been a priority Region for intervention in the 
Comprehensive Plans (CPs) of Catholic Health Association 
of India. Developing an institutional profile to closely 
understand the resources available within our institutions 
and evolving a Health Policy in response to the concrete 
health situation of Orissa to provide proper directions to our 
health care centres were two activities supported by 
MISEREOR, Germany and CORDAID, the Netherlands 
jointly under the CP Il. 


The idea of formulating a Health Policy conceived in one of 
the, Governing Board meetings of OCHA. Subsequently, 
OCHA consulted with Rt.Rev.Thomas Thiruthalil, CM, DD 
who is the Chairman of OCBC and the Regional Health 
Commission and also the appointed Ecclesiastical Advisor 
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“to OCHA. Under his guidance, the representatives from 
different stakeholders were invited to get involved in the 
process. A Core Committee was constituted for this purpose 
headed by His Lordship, with members from varjous 
Apostolates of the Church, the consultant to OCHA and 
Liaison Officer from CHAI central office. The committee 
met many times to work out the outline, elaborate the out 
line and finalise the text. The matter for the text was mainly 
drawn from the outcomes of diocesan level consultative - 
workshops, where representatives of local Church at 
Diocesan level reviewed the current health scenario and put 
forth suggestions for improvement for the Church based 
health care institutions. The draft text was circulated among 
the members of Core Committee for comments and 
corrections. It was given to Rev. Fr. Alex Vadakumthala, the 
Executive Secretary to CBCI Commission for Healthcare 
Apostolate for his critical and constructive comments. It 
was also presented to the Regional Bishops’ Conference 
on the 4th of August 2003 for its suggestions and approval. 
The documents presented here is the final outcome of all 


these exercises. “ 


We are grateful to a number of persons who contributed in 
one way or other to bring out this Policy Document. The 


2. 


Orissa Regional Bishops’ Conference and the Bishops 
individually have always encouraged this venture and 
supported us. Fr. Alex Vadakumthala took keen interest in 
the formulation of this Policy and contributed largely by 
making additions, elaborating certain areas and making 
corrections in language and usage. Dr. Ravi D’ Souza, the 
Consultanat to OCHA familiarized us with the Orissa State 
Health Policy and provided all required documents and 
statastics to make this Policy more scientific and relevant. 
Directors of the Diocesan Social Service Societies helped 
the process with their valuable suggestions and presence 
in meetings and workshops. The members of the Governing 
Board of OCHA played a leading role in co-ordinating the 
Policy formulation exercise. All our Diocesan Health Unit 
leaders and health centres worked hard to organize the 
workshops and collect the views of stakeholders. Mr. 
Rajendra Bastiroy moved around to facilitate the process 
by preparing and consolidating the Institutional Profile and 
assisting in the Diocesan level discussions and 
deleberations. Mr. Shaju V Joseph developed the overall 
outline, formulated the first draft and did the final consolidation 
by incorporating the views of all those who contributed to 
this document. Above all the constant guidence and support 
of Rt.Rev.Thomas Thiruthalil was the real force behind all 
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these endeavours to realize this dream. He took a personal 
interest to be present in the core committee meetings and 
contributed his mite to get the best out of this process. | 
understand that without the contribution of all those who have 
been referred to in the above lines, we would not have been 
able to bring about this document in this form and quality. 
We acknowledge and appreciate all such contributions and 
sincerely thank all of them in helping to bring out this 


‘Regional Health Policy for the Church of Orissa’ 


_ Balasore, | Sr. Stella SAB, 
01-11-2003 Secretary 
Regional Health Commission 
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INTRODUCTION 


The Orissa Catholic Health Association (OCHA) is one of 
the 11 Regional Units of the Catholic Health Association of 
India (CHAI). The OCHA has been functioning for the last 
two decades. The State of Orissa is the area of operation 
of OCHA. There are, at present 128 Health care institutions 
in OCHA. More than 75 percent of these institutions are 
located in rural and tribal areas catering to the health care 
needs of tribes, dalits, women and children. 


The study of institutional profile undertaken recently by OCHA 
revealed that most of these institutions address primary 
health care needs, though not in proportion to the need of 
the Region. ‘A number of reasons can be attributed to this. 
Insufficient infrastructure facilities, inadequate or outdated 
skills, less number of personnel, little networking with others 
etc are some of the important reasons for such less 
impressive performance of these institutions. An analysis 
of the types of services provided in these health care 
institutions brought out more information on this aspect. 
Treatment of minor ailments is the single major category of 
services provided by them. Important areas like Mother and 
Child Health and Communicable Diseases are given lesser 
priority. Ina Region like Orissa where the IMR and MMR are 
much higher than the National rates and the incidence of 
communicable diseases like Malaria and TB is very high, 
the pattern of service provision in these health care 
institutions is a serious mismatch. 


ey 


While accepting the fact that there is a serious resource 
crunch within these health care centres, we must think of 
Strategies and approaches that will helo to maximize the 
results of their activities. Asound Policy developed against 
the concrete situation of Orissa is an important step in this 
— direction. Owning up the Policy by the Congregations (kindly 
note that 78 per cent of the health centres are owned by 
Congregations and 99.8 per cent of them are managed by 
Congregations) and Diocesan Authorities and getting them 


committed to adopt the Policy are equally important steps. 


OCHA can be commended for taking a lead role in 
developing a Policy for the Church in the Region of Orissa. 
But the Policy in paper and print is not going to change the 
situation. The Policy must be put into action, soliciting the 
support and commitment of Congregations and Diocesan 
Authorities to this Policy. That is the challenge ahead of us. 
Let us hope that this Policy will become instrumental in 
reprioritizing services and reorganizing the operations of 
| these health care institutions and thereby contributing to a 


| change in the health scenario of Orissa in the coming years. 


Shaju V Joseph 


Facilitator 
Secunderabad | Liaison Officer to OCHA 
01-11- 2003 CHAI, Secunderabad 


1. PREAMBLE 


The mandate of Jesus Christ is to love our neighbour by 
showing our concern and sympathy for the sick and the 
suffering by extending the Health Ministry of Christ through 
the healing mission of the Church. This is the good news 


for us to preach in the present context. 


The availability and accessibility of health as a right to every 
citizen of this Country, especially of this State, is yet to be 
realized. Health can no more be said as wealth, as only the 
rich can afford it. In the emerging scenario of Liberalization, 
Privatization and Globalization, health has become 
commercialized. It is to be an essential service made 
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available to all. 


Now the question is where shall the poor and the 
marginalized go for their health requirements? The Catholic 
Church and Christian health care institutions have been 
doing a tremendous service in this regard. But today the 
challenge for these Christian as well as other voluntary 
institutions is so great that they will not be in a position to do 
justice to the vast population of the sick and suffering. This 
calls for well-designed policies and guidelines to be made 
in collaboration with all the actors in the field and implement 


them quickly. 


The Catholic Health Association of India (CHAI) has been 
responding to the changing health needs of the people. Thus 
it focused its attention on Community Health programmes, 
District Health Action Forums, people’s health movements 
and so on. The emphasis.is given today not merely on 
curative health care services, but also on preventive 
measures and promotion of health — enabling people to take 


health as their responsibility. 


health awareness needs to be created among the people. 
Networking, advocacy, people’s organization and movement 


are the latest means to achieve our. goals quickly. 


_ “Health care is an essential safeguard of human life and 
dignity and there is an obligation for society to ensure that 
every person be able to recognize this right”, as said by 
Cardinal Joseph Bernardin of Chicago. We too agree with 
Cardinal Bernardin. The Health Policy of the Church in 
Orissa helps to realize the mandate given by Jesus in making 
our health services to reach the poor and marginalized 
effectively through networking and collaborating with other 


actors in the field. 
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2. CONTEXT OF THE POLICY 


- The current scenario in the State of Orissa in which there Is 
increasing roles for voluntary health initiatives constitute the 
context of this Policy. The National Health Policy (NHP) 
2002, the Orissa State Integrated Health Policy, Strategies 
and Action Plan Points 2003 (published by the Health and 
Family Welfare Department, Govt. of Orissa) and the Health 
Policy of the Church in India — 1996, are the major references 
to this Policy. The draft version o1 uns Policy has been 
formulated after studying these Policy documents so as to 
make the former complementary to the latter ones. 


3. PURPOSE OF HEALTH POLICY BY THE CHURCH 
IN ORISSA 


3.1. The Health and Healing Ministry of the Church in Orissa 
has been growing in variety and magnitude over the 
years. The Church has responded to these needs to a 
remarkable degree. Yet the fact remains that health 
needs of this poor and under-developed State are only 
partially met. The epidemiological facts and figures of 
Orissa are quite alarming and distressing. In this 
context, there is an urgent need to do much more than 

- what the Church has already been doing. Reorganizing 
our efforts in the line of a Common Policy for the entire 
Church owned health care Institutions is a possible 


option to address this question. 


-9- 


3.2. In order to make our involvement more effective and 


relevant we have to utilize our limited material and 
human resources more judiciously by avoiding all 
possible waste, under utilization of resources, 
unnecessary duplications of facilities and services and | 


- dissipation of the same. This calls for an open mind to - 


cee 


respond to the rapid changes that are taking place 
around us, which affects adversely the health condition 
of the poor and marginalized. Moreover, a Policy based 
on the concrete reality, spelling out common priorities 
and strategies and having a binding force on all our 
Institutions is required to ensure the judicious utilization 
of the resources available with us. | 


We need to focus our attention to the genuine and — 
prioritized problems of our target groups, and workers 


_ who are closer to the former’s needs and reflect their 


needs and expectations in our endeavors. Health care 
is an area, which has many legal, socio-economic, 
political and religious implications. Hence, networking 


"and collaboration with Government Organizations, other . 


Church based Organizations and likeminded NGOs is 
essential to meet the emerging challenges. 


3.4. A well-designed Health Policy would be a moral force to 


our Institutions to direct our entire endeavours and 
interventions in health towards doing justice for the poor 
and marginalized. It also aims.at attaining distributive 
justice and helps in achieving sustainability 


-40- 
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GUIDING PRINCIPLES AND VALUES 
Love of God and Love of Neighbour 


Overall guiding principle of our endeavours and hence 
of this Policy is - Love of God. “Truly | say to you, as 
you did it to one of the least of my brethren, you did it to 
me”. Mathew 25: 40. These words of Lord Jesus give 
us a strong motivation and an impetus to do 
humanitarian services. Our faith is complete only with 
works of charity as it is written “faith without work is 
dead” (James 2; 14). We experience special joy within 
us whenever we do acts of charity and love because 
we believe that whatsoever we do to the least of these 
people we are doing it unto God. Whatever a disciple | 
does i.e. saving, caring, protecting, helping, promoting, 
curing or guiding, he or she does it with love of God. 
Hence, this Policy proclaims that love for humanity 
emanating from love of God is the guiding principle of 
this document because it is the guiding value of our 
health care services and hence the corner stone of this 


document. 
Dignity 


"The glory of God is that man fully alive”(St. Ireneus). 


Every human being is created in the image and likeness 


as 
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of God. Therefore, respect to human life is the sign’of 
Christian identity. So “God created man in His own 
image, in the image of God He created him; male and 
female He created them” (Gen1: 27). We are called to 
become Children of God and the Temple of the Holy’ 
Spirit (1 Cor. 6 19). We not only, keep away from 
ignominious behaviour but also are bound to involve in 
acts of nobility and dignity. Consciously or 
unconsciously no life of the weaker ones should be 
trampled down, especially the life of women and ‘girl 
children instead we will have to ignite the flame of love 
in our heart for one another. “Every violation of the 
personal dignity of the human being cries out in 
vengeance to God and is an offence against the Creator 
of the individual” (Christifideles Laici, 37). Therefore, 
this Policy holds that our institutions in health care 
ministry should work for enabling human beings to regain 


their lost dignity. 
Gender Equity 


The crown of God's creation is man and woman. We 
acknowledge each in its woth and beauty. Each gender 
must not only be respected but also be recognized, 
safeguarded, protected and promoted. They are 
different in expression, creativity and talents. Self 


respect leads to self consciousness, consequently 
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leading to better acceptance of the other. The women 
and girl children should be protected and promoted by 
creating more and more opportunities for them. St. 
James calls upon us to respect each gender without 
partiality. “My brethren, show no partiality as you hold 
the faith of our Lord Jesus Christ”. (James 2: 1). This 


message is very much relevant in the contemporary 


Indian situation where women are treated badly in all 
spheres of life. The worst form of gender discrimination 
is the female foeticide, the incidence of which is 
increasing rapidly among the educated urban population 
of India. This Policy directs our health care institutions 
to accept gender equity as one of the guiding values - 
and calls upon our institutions to commit themselves | 


to gender equity. 
Self Emptying 


“Jesus emptied Himself and took the form of a servant 


_ “(Phil 2:7) Each Christian has received a vocation to 


“Kenosis” or to empty oneself in giving to others. Mother 
Teresa expressed the same thought in one of her 
inspiring sayings “give until it hurts - with a smile” and 
she continued “intense love does not measure, it just 
gives”. Therefore we are called to be at the service of 
the society and particularly of the needy. Selflessness 
is not static but it involves creative dynamism of body 


hte: 


4.5. 


4.6. 


and mind that reach out to others in intensive concern 
and care. This Policy urges our institutions to become 
living examples of selflessness and give caring service 
to others. 


Peace 


Peace is the parting gift of Jesus to the world. Ina 
world torn with riots, corruptions, terrorism, war and 
attacks we are called to be the messengers of peace. 
Through our Health and Healing Ministry we will continue 
to impart the peace and joy that we received from the 
Risen Christ. “Instead of death and sorrow let us bring 
peace and joy to the world”. We prove that we are 
children of God by endeavouring to bring peace to the 
world. Peace within oneself, peace within family and 
peace within community must be our target and hence, 
this Policy earnestly calls upon our health care 
institutions to uphold the value of peace in all their 
endeavours. : 


Justice 


Jesus came to bring justice to the poor and the 
neglected, to set prisoners free and thus bringing the 


Good News of the Kingdom of God ( Lk 4 : 18 - 20). 


Feeding a crowd of five thousand men by Jesus was 
not only performing a miracle but also doing an act of 
justice to the people who were deprived of food for days. 


rs 


Justice is not a favour but a right. It is what Is expected 


_ of us to do for a person in a given situation or an event. 
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It is an internal compulsion and an active process to 
act for someone based on legal and accepted principles, 
which will bring peace and security to that person. 


Compassion 


"Jesus had compassion on them and he healed their 
sick”. (Mathew 14: 14). Compassion is the committed 


_ endeavour to bring down the sorrow and suffering of 


the people in a given situation with available resources. 
Everyone who comes to us should be able to experience 
the healing touch and the caring love of Christ through 


~ our service. 


Spirituality 


We strongly uphold the values of Pastoral Care as 


| mentioned in the “Charter for Health Workers” from the 


Pontifical Council for Health Pastoral Care, Vatican. 


"Because of the necessary interaction between the - 


physical, psychological and spiritual dimension of the 
person, and the duty of giving witness to their own faith, 
all health care workers are bound to create the condition 
by which religious assistance is assured to any one 
who asks for it, either expressly or implicitly”. (John Paul 
ll, To the World Congress of Catholic Doctors, Oct. 3 
1982 in Insegnamenti V / 3, P-675, n.6) 
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5. VISION AND MISSION 
5.1. Vision 


We the members of the Church in Orissa, envisage a 
just and peaceful society where people, especially the 
poor and marginalized attain and maintain physical, 


social, mental and spiritual well being and human dignity. 
5.2. Mission 


5.2.1. Ensure community based preventive, promotive, 
curative and rehabilitative health care to all, particularly 


the poor and the marginalized in the under served areas. 


5.2.2. Engage in social mobilization by creating awareness 
on their rights related to social, political, economic, legal 


and health related issues. 
6. TARGET GROUPS 


6.1. Though we are bound to provide our services to all 
without discrimination against any section of the 
society, we should be committed to pay special attention 
to address the health problems of the most vulnerable 
sections of our population. This positive discrimination 
is in tune with our commitment to the noble goal of 


ensuring universal access to health care. 
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6.2. Rural Population 


6.2.1 In Orissa, 31.21 million people live in rural areas without 
basic healthcare facilities. Of the 47 percent population 
who live below poverty line, the rural population alone 
constitute above 60 percent. Poverty breeds ill health; 
therefore, the health condition of rural poor is not 
something to be proud of. The clear health indicators, 
like a high IMR and MMR of 100 and 507 respectively in 


rural areas justify the above-mentioned statement. 


6.2.2 The Church, having a preferential option for the poor, 
marginalized and the most vulnerable of the society, has 
a commitment to cater to their health needs. In response 
to this commitment most of our Health care Institutions 
are required to be situated th the rural areas extending 
their service to the people around. This Policy calls upon 
all our health care institutions to continue with this 
commitment and work out new strategies to make our 
services in rural areas more efficient in the context of 


globalization, which further marginalizes the rural poor. 


6.2.3 In this context, we call upon all concerned to work out 
strategies for more community participation in activities 
at health care institutions and gain the confidence of 
the rural population. There must be deliberate efforts 

‘from the side of all concerned to extend our operations 


to more rural areas by training and activating more and 
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more village based voluntary health care providers. 
Similarly local leadership should be encouraged to take 


up leading roles in community health activities. 
6.3.1 Disaster - prone areas 


6.3.1.1 Orissa is known for natural calamity and disasters 
like cyclone and drought. A part of Orissa is always 
under drought whereas another part of the State is 
prone to cyclone and floods. Natural calamities bring 
_ poverty, deprivation, loss of life, diseases, trauma and 
insecurity. And all these affect the normal rhythm of 
life and demands immediate and effective intervention. 
Our healthcare institutions should be prepared to face 
such situations or disasters. This is an area where we 
have to do alot systematically and we are committed 
to develop persons skilled in dealing with these 
situations and who can move on to action as soon as 
a disaster strikes. The community at large needs to 
be trained for disaster preparedness. 


6.3.1.2 We request all concerned to commit themselves to 
undertake the following measures to respond to the 
disaster situation. 


¢ al! our health care personnel should be trained in 
disaster management on time bound basis 


¢ local community need to be educated and trained on 
disaster and disaster preparedness 
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¢ establish a disaster management unit at Diocesan level 
¢ establish a disaster management Cell at Regional level 


¢ raise funds at health centre / Diocese / Regional level 


for addressing disaster 
6.3.2 Disease-prone Areas 


6.3.2.1 A considerable part of Orissa is covered by forest. 
Mines and industries are also located in the State. 
People who live in forest, mining areas, industrial sector 
and natural calamity prone areas are highly at risk of 
ill health. Forest with slow flowing brooks and streams 
are best reservoir for malarial vector. Mines and 
factories add to the high level of air pollution and 
occupational hazards and diseases. Necessary 
actions need to be taken to minimize the ill effect of 
these factors through appropriate laws, regular medical 


check-up, awareness building and health education. . 


6.3.2.2 This Policy calls upon all concerned to pay serious 


and urgent attention on the following in this regard. 


¢ have special focus on employees who are working in 


the mines and factories 


¢ have special focus on people who are living near the 


mine and factory areas 
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¢ wherever there is legislation on control of 


6.4. 


~ environmental pollution, try to enforce it and wherever 


it is not there, try for bringing in new legislation 


Provide regular medical check-ups for this group by 
our health centres 


Work for awareness building and health education to 
be carried out to this special group. 


The Scheduled Castes (Dalits) and the Scheduled 
Tribes 


6.4.1 The Scheduled Castes (SCs) also know as Dalits and 


the Scheduled Tribes (STs) constitute 43.8 percent of 
the totai population of the State. There are seven 
districts where the population of STs is more than 50 
per cent of the total district population. Mayurbhanj, 
Nawarangpur, Rayagada, Sundergarh, Koraput, 
Kandhamal and Keonjhar are these districts. The 
districts, which have more than 20% SC population, 
are Jajpur, Sonepur, Bhadrak, Jagatsinghpur, Gajapati 
and Khandamal. Nearly 90 per cent of SC and ST 
population live amidst a vulnerable condition that is 
not conducive to good health. Basic health care is not 


~accessible for these communities owing to various 


socio-economic and cultural factors such as poverty, 
illiteracy, non accessibility, untouchability, 
superstitions, and so on. - 
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Therefore, our Health Institutions are expected to play 
a vital role to provide and promote health care among 
these communities and this Policy.calls upon all 
~ concerned to continue with the preferential option we 
have so far given to these vulnerable sections of our 
target population and ensure them access to 


necessary health care services. 


6.4.2 This Policy puts forward the following specific 
suggestions in this regard. Organize our intensive 
interventions exclusively in the SC and ST districts 
mentioned in the Policy; building up more and more 
leadership from among the SC and ST communities 
than from non SC and ST communities; and our 
institutions should recruit persons from SC and 4 


communities to the staff in the health care centres 
6.5. Women and Children 
6.5.1. Women 


6.5.1.1. Women suffer from a far greater share of ill health. 
Women have a low status and work long hours with 
low wage. The steady state in gender ratio over the 
decades in Orissa is quite alarming. The current sex 


EO 


ratio for Orissa is 972 females per 1000 males. 
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Adolescent girls, women in the fertility period and post 
fertility period, women in politics, women in education 
and women in health care are our focus. Our school 
health program, awareness building campaigns, health 
education program, and formation of CBOs and 
equipping them with necessary knowledge and skill 
should be tuned in such direction that they get optimum — 
opportunities to become an integral part of the family 
and society in every aspect, at the same time 


safeguarding their own identity and dignity. 


6.5.1.2. Women in their childbearing period need special care 
and protection because pregnancy related problems 
and complications could bring death and diseases. 
Maternal mortality rate is unacceptably high in this 
State. Women are mostly illiterate and lack health 
education. Yet, they are often the health providers in 
the family. They are also often subject to family 
violence and atrocities in the society from their womb 
to tomb. Recognizing the pivotal role of women in 
providing and promoting holistic health care to the 
members of the family as well as to the society, our 


health care services will take all possible steps to 
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enable women to be more healthy and effective health 
care providers. Special attention will be paid to the 
mother before, during and after childbirth. 


This Policy urges all concerned to take appropriate | 
decisions and make necessary arrangements to 
provide the best care to women, especially adolescent 


girls, pregnant women and mothers, and women in 


their old age. 


6.5.1.3. This Policy calls upon all concerned to pay special 


a) 


attention and accord higher priority to the following 
areas. 


Young girls: This group requires special attention 
because young girls are going to be the mothers in 
immediate future. Therefore the investments on them 
would ensure in having better generation. Here our 
focus should also be on young girls remaining at home 
(non-school going girls). We request our health care 
institutions to undertake the following activities in this 
regard. | 


* prepare young girls for motherhood 


* provide emotional / psychological support to 
them | 


¢ skill development programme for young girls 
¢ Income Generation Program (IGP) 
¢ Grihini Trainings 


b) Pregnant Women:. This is another group that 
requires special attention among women. Proper and 
appropriate care to pregnant women can reduce 
mortality, especially maternal and infant mortality in 
our State. This is very much important in the context 
of our State ranking very high IMR and MMR in the 
Country. We therefore request all concerned to give 


the following activities a higher priority. 


¢ antenatal care, intra natal care and post natal 
care should be taken care in our health care 


institutions, 


¢ nutritional aspect in pregnancy should be 


stressed upon 


c) Women in menopausal age (Mid-life): This is a not 
much attended to group of women. We therefore, 
request all concerned to make a beginning in this area 
and to undertake the following activities at health care 

\ 


institution level. 
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-¢ counseling programme for couples and 


families 
¢ mid-life crisis preparedness program 


d) Old Age: Elderly women are the most neglected 
category in our society. Encourage not treating them 
as burdens but as assets to family and society. We 
call upon all concerned to undertake the following 


activities to protect the elderly women. 
¢ Rehabilitate the old people to their families 
¢ Self Help Groups for the aed 
¢ IGP for the aged 


¢ Avail the Govt. provisions like old age pension 


and widows’ pension to them. 


6.5.2. Children 


6.5.2.1. Children need special care from the time of their 


conception. Adequate rest and nutrition for the mother 
and freedom from diseases during pregnancy lays the 
foundation for a healthy life for the child. Besides this, 
special care should be taken during the time of its intra 


uterine life, at the time of birth and neonatal period. 
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_ Exclusive breast-feeding should be promoted for the 


first 4-6 months of life, which will enhance the 


development of its immune system, freedom from’ 


diseases, building up mother-child bond etc. Timely 


immunization and weaning can bring down morbidity 


and mortality among the infants. It is necessary to 


bring down neonatal and infant mortality rates by 


promoting conducive environment for them. Pre- 
school and early school days are the time we can 
mould a child with right perceptions, attitudes, values 
and ethics for life. Today’s children are tomorrow's 
citizens and all efforts should be towards making them 


good and healthy citizens of our country. 


6.5.2.2. Realizing the importance of care and attention need 


a) 


to be given to the children, we request our health care 
institutions to undertake the following intervention on 


priority basis. 


Neonatal and early childhood: Appropriate 
interventions at this stage can reduce the IMR and 
hence these interventions need to be one among the 
top priority interventions for our members. Our health 


centres should promote the following activities. 
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b) 


5 


¢ exclusive breast feeding to all children from 


0-6 months 
¢ community based neonatal care 
Me primary immunization to all children 
¢ special care during weaning period 


Pre-school and early School Days: Adequate care 
at this age will ensure the healthy growth of children. 
Therefore, we call upon our health care institutions to 
und3yles. The major components of the programme 
shall be 


A safe and healthy learning environment 
Sound nutrition practices 


Good health services in and for the school (including 
mental and emotional assessment and support) 


Effective health education for children and teachers 


Joint health action between the school and the 
community 


Special life skill education for school drop outs, 
potential drop outs, non-enrolled children and child 
labourers engaged in hazardous occupations. 
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7. THRUST AREAS 


_ The basis of identification of thrust areas in the State 
health scenario include the outcome of the Diocesan 
level workshop, the State Health Policy and Strategy 
document, the National Health Policy and the CBCI 
Health Policy. We identify the following thrust areas 


for our operations in the coming years. 
7.1. In Agreement with the Orissa State Health Policy 


7.1.1 Mortality: Reduce mortality by 50% on account of 
T.B., Malaria, other vector and water-borne diseases 
by 2010 A.D. Reduce IMR to 50 / 1000 and MMR to 
100 / 1,00,000 by 2015 A.D. 


7.1.2. HIV/AIDS: Achieve zero level growth of HIV / AIDS 
by 2010A.D. 


7.1.3. Networking: Establish Networks between public, 
voluntary and private sectors at State, District and 
Local Level by 2010 A.D. 


7.1.4. Collaboration with Governments: 


Establish mechanism for involvement of Panchayati Raj 
Institutions at District and Gram / Ward Panchayat 
level by 201 A.D. 
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7.1.5. Community participation: Introduce mechanism for 


community feed back and participation by 2010 A.D. 


7.1.6. Blindness: Reduce prevalence of Blindness to 
0.5% by 2010 A.D. 


7.2. In Agreement with the priorities suggested by 
the target group 


7.2.1. Communicable Diseases [infectious Diseases: 


Control of communicable diseases like malaria, T.B., 
diarrhoea, skin diseases by 50% within 2015 A.D. 


7.2.3. Indian system of Medicines: Supplement the 

| allopathic system, in prevention and treatment of 

Communicable diseases as well as promotion of 
health by 2010 A.D. 


7.2.4. Deficiency diseases: Control / prevent by improving 
nutritional status by 2015 A.D. 


7.2.5. Community Empowerment: To improve the Socio- 


economic, political quality of life by 2015 A.D. 


7.2.6. Rational use of drugs: Achieve in our Heath Care 
Institutions by 2010. 


7.2.7. Quality Care: Up gradation of our Healthcare 
Centres by 2010. 
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7.2.8. Pastoral Care: As an ongoing process to ensure 
companionship in their journey to well-being especially 


in time of trials and suffering. 


Providing a sense of support and strength through 
the administration of Sacraments if Catholics. 
Networking with the Ministers of all Faiths in a spirit of 


inter-religious harmony. 
7.3. Thrust areas emerging from the current scenario 


7.3.1. HIV / AIDS: Prevention and control and care and 
support of Persons living with HIV / AIDS, especially 


women and children 


7.3.2. Advocacy and Policy lobbying: With church and 
government at Regional and District levels 


7.3.3. Campaign for Universal Access: In association with 
the joint fora to health care emerging in the Region. 


This Policy calls upon all members of Church in 
Orissa to accept the thrust areas given above and 
organize our efforts and resources to achieve the 


target envisaged for each. 


7.4. Communicable Diseases: The following. description 
brings to the importance in working for controlling 
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Communicable Diseases in our State. We therefore, 
request all concerned to undertake the following 
activities on priority basis to control Communicable 


Diseases. 


a) Malaria: Malaria is the most important killer disease 
in Orissa. Hence all concerned must pay more 
attention to this and our health care institutions must 


promote the following activities in this regard. 


¢ ‘direct involvement at preventive, promotive 


and curative level 


¢ avail the existing infrastructure and service 


facilities 
¢ prophylaxis in pregnancy 


¢ health education and awareness building 


among the target population 


¢ use of herbal remedies and other Alternative 


systems 


b) Tuberculosis: is one of the important killer diseases 
and itis the number one killer in some parts of Orissa. 
_ Our health centres must undertake the following 
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activities to address the challenges raised by 


Tuberculosis. 
awareness building 


early case detection and referral to the nearest 
PHIs 


follow-up of cases under treatment in DOTs 


program 
nutritional supplementation 
health education to the families 


Diarrhoea: Diarrhoea is also rampant in our Region. 
It is seasonal and can easily be controlled. We call 
upon all concerned to carry out the following activities 


to effectively control diarrhoea. 


* prepare the susceptible communities well in 


advance, i.e. before the session begins 
¢ health education 
¢ promotion of oral re-hydration 


¢ equip the centres with necessary supplies 


to meet emergencies © 
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d) HIV/AIDS: Though HIV / AIDS has not been reported 

as serious problem in Orissa, the trends indicate that 

_ in near future, it is going to be an important health 

problem for the Region. We make the following 

Suggestions to our health care institutions in 
addressing HIV/AIDS. 


* our existing health care institutions should be 
open to accept and treat the HIV/ AIDS © 
patients 


¢ the health care staff should be educated on 
the disease and its care 


* community intervention to the risk groups like 
adolescents (life skill program) and married 
groups (single partner norm) should be 
included in community health programme 


¢ include the subject in the school health 
programme 


* organize capacity building program for our 
sisters and staff who can deal with the 
adolescents 


¢ establish counseling centres for the affected 
and their families 


¢ establish special care centres for the AIDS 


patients 
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8. APPROACH 
8.1. Wholistic 


We strongly believe in a holistic approach to health 
and urge all concerned to practice the holistic approach 


in their practice 
8.2. Community Based 


We uphold the philosophy of community health and 
are committed to practice community health. We 
understand community health as an enabling process 
and hence, our efforts in health care shall always be 
an enabling one. The following specific suggestions 


are put forth by this Policy in this regard. 
¢ training to more village health workers 


° leadership training at community level and 


encourage leadership by rotation 


¢ mobilization of existing resources with in the 


community 


¢ capacity building towards integrating the three 


categories of health care providers 


¢ work for political literacy 
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8.3. Participatory 


Participation of the community and target group is 
essential for the successful practice of community 
health. We are committed to ensure total participation 
by the community to promote health. The 
communities become equal partners in the whole 
process to realize people’s health in people’s hand. 
Besides, we must become facilitators in bringing in 


the efforts of other players in the field of health care. 
8.4. Sustainable 


Sustainability is essential for retaining the outcome of 
the enabling process. We are committed to work out 
Strategies that will reduce the dependency of the target 
commuhity on others for health care. Our strategies 
should result in brining about leadership by rotation 
rather than a pyramidal type of leadership at the 


community level. 
9. ROLES 


Our role in the current health scene must be seen 
within the ambit of the emerging roles for the voluntary 
sector as a whole in the current socio-political and 


development scenario. It has become quite clear that 
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neither the State nor the voluntary sector can become 
the sole provider of health care services. While 
accepting the primacy of the role of State in the 
provision of health care, we must try to complement 
the government efforts. Even in complementing 
government efforts we could identify three different 


roles. 
9. 1. Provider 


In certain areas, we must continue to become the 
provider of health care because the public health care 
facilities are short of requirement by 15 per cent.(NHP- 
2002) In areas where there are no other health care 


providers we shall play the role of provider. 
9.2. Facilitator 


We must play the role of facilitators in instances where 
the public health facilities are available within the area 
of our service. Here, we must avoid duplication and 
must try to facilitate with the community, a process by 
which the best possible services could be made 
available from the existing facilities. 


9.3. Precipitator 


Yet another role of ours is precipitator at different levels 
like advocacy and lobbying. We have to initiate 
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processes by which we generate social or community 
movement, which will ensure the provision of health 


Care. 


The choice of rate depends on the factors like the 
specific situation of each place, the types of other 
players available and the extent of community 


mobilization. 
STRATEGIES 


This Policy suggests two sets of strategies to 
materialize the targets envisaged and play the 
appropriate roles by our instituttions. These strategies 
operate at two levels, viz. the institutional level and the 


community level. 


10.1. Strategies at health centre level 


10.1.1. Improvement in perspective 


While acknowledging the efforts made by the different 
Congregations and Church personnel, we are called 
upon to respond to the changing needs of the place 
and time. The new or the target perspective should 
accommodate community health, empowering the 
community fully, and collaboration with different players 
and readiness to accept the roles emerging for ustin 


the specific situation. 
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10.1.2. Capacity Building of personnel 


The personnel, both medical and non-medical, 
attached to our health care institutions require capacity 
building. Skills in working with Communicable 
Diseases, engaging in networking and collaboration, 
initiating advocacy and lobbying, PM&E and 
documentation are the important areas where our 
health centres need more capacity. A need 
assessment of capacity building requirement in the 
context of the specific situation has to be undertaken 
and a long-term plan for decentralized and ongoing 
capacity building must be developed. The capacity 
building plan must be shared with the Superiors and 
the entire process has to be owned up by the respective 
Congregations. Certain mechanism should be worked 
out to reach information to the Major Superiors of the 
Congregations working in the Region. 


10.1.3. Quality improvement of structure/ facilities and 


services 


The question of improving quality of both services and 
structures is of paramount importance, if we ‘want to 
live up to the expectations spelt out in this Policy. A 
long term, time bound realistic plan for improving the 
quality of both structure and services has to be worked 
out. The leaders of the Congregations must become 
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an integral part of this exercise so that they own up 
the outcome and commit themselves to follow up the 
results. 


10.1.4. Programme redefinition and reprioritization 


The programmes and strategies followed by each 
institution require redefinition and reprioritization to 
provide room for the thrust areas identified above and 
facilitating greater amount of collaboration and 
networking. The results of these exercises must be 
followed up with developing a institution level health 
plan developed in a participatory manner. The planning 
exercise must be a bottom-up one involving all 
stakeholders. 


10.1.5. More coverage 


In order to make an impact of our involvement on the 
Regional health situation, we need to go for more 
coverage. Increasing the number and level of 
involvement of voluntary health care workers, 
maximizing the utilization of other existing facilities and 

| building up the basic and healthy communities armed 
with skills for primary health care are the possible 
strategies for it. | | | 


10.1.6. More professionalism 


We need to bring in more professionalism in our 
functioning. 
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10.2. Community Level 
10.2.1 Integration of three streams - 


We can identify three streams of health care providers 
in any village. They are the formal and organized - 
(Anganwadi worker, Balwadi teacher, Health visitor and 
SO on), non-formal and organized (community health 
workers and TBAs trained and activated by voluntary 
groups and our health care institutions) and non-formal 
unorganized, like traditional medical practitioners. 
These streams of health care providers along with local 
government and NGOs operating in each village must 
work together. Permanent forums like Village Health 
Action Forum or Village Health Watch Groups can be 
the platform where the operations of these three 
streams can be integrated in a complementary fashion. 
Capacity building and strengthening of each stream 
Shall be the requirement to operationalize this strategy. 
Over and above, our health care institutions which are 
expected to take a leading role in this process need 
special training and exposure to similar arrangements 
instituted elsewhere. 


10.2.2. Different types of involvement at Institution, 
Diocese and Regional levels 


Similar type of arrangements is required at different 
levels like Districts, Diocese and Region. The 
Regional leadership has to take special efforts in this 
direction. _ 
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MONITORING AND CO-ORDINATION / 
OPERATIONAL PLANS 


. Monitoring Mechanism at Regional level 


.1 An implementing and monitoring committee 


consisting of representatives of OCBC, OCHA, 
CARITAS, CRI and NGOs shall be constituted at 
Regional levels to facilitate the implementation of Policy 
recommendations. Internal lobbying to the respective 
Superiors by theirown members should be undertaken 


to promote the involvement of Superiors in the: 


implementation of the suggestions made by this Policy. 
Similarly, the Regional Health Forum may keep the 
Major Superiors updated on all the major plans and 
decisions in the field. 


11.1.2. This committee shail look into the requirements for 


planning, implementation and monitoring. In case the 
implementation of Policy recommendations require 
resource mobilization, a sub-committee on the same 
shall be constituted. 


A liaison committee having representatives of 
Governments, Funding Agencies and the Church 
Leadership can facilitate the linkage building and 
retaining exercises. 


. Monitoring Mechanism at Diocesan level 


Arrangements analogous to the one described in 
paragraph 11.1 above shall be created at diocesan 


level too. 
BY tg 


11.2.1. Ascientific Health Management Information System 
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(HMIS) needs to.be established. The information on 
health situation from health centre levels upward shall 
be collected on regular basis and analyzed. Feedback 
with specific instructions for improvement should be 
given regularly. | 


CONCLUSION 


The process of forrriulating the Regional Health Policy 
for the Church of Orissa was a rare opportunity and a 
unique experience for all the Church based institutions 
and organizations to come together, to think and act 
fora common cause, overcoming all self interests and 
preoccupations. This Policy document has been 
formulated by incorporating all such vital points and 
guidelines from the texts and Health Policy Documents 
of CBCI, National and State governments, deeming 
their relevance in the context of Church interventions. 
The health needs of this State are enormous in 

proportion to the resource and services available within ! 
the Church. In this Policy an attempt is made for the 
convergence of all existing resources within the Local | 
Church both in terms of personnel and infrastructure 


for its optimum utilization. 


The paradigm shift from physical to social aspect of 
health brought about holistic perspective in the Church 
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interventions in health care. To cope up with such 
situation, the need of a Policy document was 
imperative for the convergence of all efforts in this 
regard. However, considering the changing health 
needs of the State, this has to evolve and change over 
the time to respond to the emerging demands and 
challenges. 


This Policy does not claim to have a legal binding on 
any of the Church based health care institutions or 
organizations but, instead it can be used as a.moral 
force and guideline in rendering meaningful services 
in the ambit of Church values. This Policy will remain 
only as a mere document until sincere efforts are being 
Carried out to its promulgation. The Regional Bishops’ 
Conference, the Major Superiors of different Religious 
Congregations, the leaders of CRI and moreover every 
member of the Local Church should take such 
Initiatives. Enforcement of this Policy is possible only 
through owning it up by the stakeholders themselves, 
with the realization of their journey with Christ to 
establish the ‘Kingdom of God’. 
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se Emblem for the Orissa Regional Health 
Commission has been brought out with the Motto 
of the Commission as “United for Health”, taking into 
consideration our holistic approach to health. The 
background of the Emblem is the Konark Wheel depicting 
the State of Orissa. The one half of the wheel is 
circumscribed with seven persons holding hands 
representing the entire population of the State and 
number seven biblically stands for fullness, the other half 


with the Motto of the Commission i.e. ‘United for Health’. 


~ There are two more symbols overlapped on the wheel, 


one, the International symbol for Health and the other 
the symbol of the Health Commission. The incorporation 
of the International symbol for Health signifies that we 


abide by the International norms pertaining to health care 


and join the large fora to demand health as a Right. 
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